Te Whiringa Ora is a community-based programme in New Zealand that facilitates interdisciplinary care for patients and their family. It targets those with a chronic disease whom have high inpatient admissions or emergency department presentations. It is based in a rural part of New Zealand that has a large indigenous population, and a relatively high level of social deprivation. The programme makes use of culturally appropriate care coordinators, and uses telephone support and tele-monitoring to aid self-management. The programme has been running for three years and has shown a reduction on hospital presentations, as compared to an equivalent population (not enrolled in the programme). This case study outlines the programme, and focuses specifically on the implementation processes, and lessons learnt.
population is bi-cultural, with 48 identifying as Māori (national average is 14%), high unemployment, low incomes and poor educational outcomes. Along with these heightened risk factors come levels of long-term conditions higher than the national averages. These factors indicate that Te Whiringa Ora is working in an area that faces significant challenges. These challenges would struggle to be addressed with a traditional general practice-based chronic care programme.
The profile of the patients enrolled in the programme (from February 2011 to December 2012) was 55% female; 49% Māori, 49% NZ European, 2% other; average age 69; and 62% referrals from the GP. The initial cohort targeted by the programme was 139 patients with COPD and having been admitted to hospital 2 or more times in the past 12 months and/or 6 primary care visits in the past 12 months (including Emergency Department visits). After the first few months, the target group was expanded to include all chronic diseases, with the focus on recruiting 20 new patients each month, to supporting a maximum of 550 patients per annum. This model assumed that the average time in the programme was 6 months (it was found to be 5 months).
The reason for the focus on high users of hospital inpatient services and ED was due to the resource implications of hospital and ED visits, and a belief that many of these visits could be avoided if the patient's condition was better managed in the community. This is the thrust of much of the Better, Sooner, and More Convenient government policy. One that assumes more effective and integrated care in the community will reduce pressure on hospital resources [2] .
The programme incorporates the principles of Whānau Ora meaning that the individual and their family/ whānau are involved as partners in care, for example when discussing care and treatment options or other goals-based objectives. These may relate to health outcomes (i.e. better self-management of their chronic illness), but could equally be related to addressing housing issues, employment issue, child care resources, family conflict, etc. In this way the programme takes an holistic view and provides for a focus on the full range of determinants of health [3] , while still achieving the objectives outlined above.
Referral into the programme usually comes from the GPs (62% of all historical referrals) or the hospital, though over time an increasing number of referrals came from other community agencies and from self/family referrals. The referral includes the patient being given information about the programme, and a consenting process. If the client agrees to participate, then the referring agency makes contact with the Te Whiringa Ora programme office to make the referral. The programme office then makes a decision if the patient can be referred onto the programme, based on appropriateness (meeting the eligibility criteria).
While the criteria for accepting referrals has relaxed somewhat since the programme was introduced, the following core criteria are used to make referral decisions:
. the clients need to be enrolled with the local Primary Health Organisation and . have been diagnosed as having two or more long-term conditions and/or . have an exacerbation of a long-term condition and . require intensive management of their illness and . be identified as having high complex needs [i.e. 2 or more hospital admissions and/or 6 primary care visits in the past 12 months (including emergency department visits)].
Approach to care
The core components of the service are outlined in the flowchart in Annex 1. The core components of the service include:
. An assessment of need (annex the assessment tool).
. A series of home visits.
. Telephone monitoring where deemed necessary.
. Self-management support.
. Referrals to other social, community and health services.
. A shared care plan.
. Telehealth monitoring.
Patients who meet the entry criteria are identified by GPs, hospital staff, Whānau Ora providers, allied health staff and district nurses. They are then offered a referral to Te Whiringa Ora. If it is not the GP making the referral they are encouraged to inform the GP of the referral. The referrals are prioritised on the identified level of risk, and all referrals are acknowledged within two days of receipt. Once the patient is referred, a case manager and the kaitautoko will visit the patient and their whānau. The case managers are registered nurses, while the kaitautoko are those in the community, with experience in community health or mental health. In addition, they all have well-developed community connections and extensive knowledge of Tikanga Māori. The role of the case manager is to bring clinical skills, while the kaitautoko provides cultural support and lifestyle coaching to assist the patient and their whānau to achieve their goals. The case manager and kaitautoko work as a team, with the average patient load of 60 patients per team.
It is important to note though that while the programme operates from the principles of Whānau Ora, the programme is not just for the Māori population. As mentioned earlier, roughly half those enrolled are non-Māori, and the outcomes for Māori versus non-Māori are not statistically different. Essentially, the principals of Whānau Ora are about patient self-determination of need, and the various health professionals (case manager and kaitautoko) are there to help them address their needs.
During the initial home visits the Flinders assessment tool is completed to identify the patient's needs and care plan requirements. It may take up to five home visits for the whānau to agree on the outcomes they want to achieve and the care plan to be completed. Once completed, the GP is notified of the care plan and there is often phone or faceto-face discussion. The case manager and kaitautoko then work with the patient and their family/whānau, the general practice team and other service providers to help meet the targets identified in the shared care plan.
A component of the programme is the possibility for the patient to have a telehealth monitoring unit in their home. The measurements include heart rate, blood pressure (BP), spirometry, pulse oximetry, body temperature, body weight and blood glucose levels. However, the system data are accessible by clinical staff so they can pick up early signs of exacerbation. The system also encourages self-management through learning to monitor their symptoms and better manage their condition and seek help at the appropriate times
Rather than this being used as a long-term monitoring tool, it has been found that the telehealth units act as a powerful self-management training tool over a shorter period of time. This is achieved by improving a patient's ability to identify deterioration in their condition and then acting appropriately to address it. This insight in the programme lead to the team to develop a pre-screening selection tool to identify suitable telehealth patients, based on their likelihood of improving their self-management ability over a shorter period of time (see Annex 2)
Part 2: implementation and organisation
Implementation
Initial planning for the programme began early 2010 with consultation amongst clinicians, allied health and iwi stakeholders. This phase took a little over 9 months.
Before rolling out the programme it was vital to get the engagement and support of the hospital-based staff and the GPs. This is a factor found to be important in many studies of integrated care programmes [4] . The other key factor of course was the recruitment and training of key programme staff -particularly the kaitautoko. Engagement building was developed through the consultation and development phase. However, as detailed below, once the programme was rolled out it was found that significant resources needed to be put into relationship development and 'selling' the programme.
The implementation process was, unsurprisingly, not without challenges. These were particularly marked in the Eastern Bay of Plenty with the high patient needs, large geographic spread and existing services under immense pressure. The challenges to implementation can be grouped into four areas: perceived duplication of existing services, patient engagement, practice engagement and planning challenges.
When initially implemented, Te Whiringa Ora was perceived to be very similar to another programme provided by another service in the community. This led to debate and confusion amongst programme staff and healthcare professionals as to the role of the two services. This was resolved over time, with the realisation that Te Whiringa Ora provided case management based on an assessment followed by navigation, whereas the other service provided for coordination and service navigation. The other difference was that Te Whiringa Ora was focused on complex patients with a higher level of risk than the other service.
Patient engagement was a further challenge, as is often the case in programmes that are provided outside of the general practice [5] . The main challenge was due to the degree of unplanned (and unresourced) patient follow up that was required to get patient engagement. For example, letters were sent out for patients to consent to be
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While these two challenges were manageable, the challenge of practice engagement was far more resource intensive, and there is still evidence of practices not all being completely comfortable with the programme design. The first factor related to engagement in the implementation phase was the communication process to providers about the new programme. There was evidence of mass mail-outs being used to communicate about the new Te Whiringa Ora programme to patients. However, this lead to some confusion and anxiety amongst some providers and patients around losing existing services. This was exacerbated by local providers unsure of Te Whiringa Ora's function, believing the service was taking their existing patients over. This concern and confusion was only alleviated with thorough one-to-one follow-up explanations.
A deeper issue effecting practice engagement related to the model being patient centred. While all practices prescribe to a patient centred perspective, the Te Whiringa Ora model is seen by some as potentially focusing on goals that they thought as secondary to improving health. For example, it is not uncommon in a Whānau Ora model for patients to want to address employment or educational goals before they focus on health-related issues (e.g. smoking or dieting). When these differing priorities emerge there is some evidence of providers wanting to take a more health centric position, and somewhat erode the patient-centred philosophy. In these cases, and throughout the programme more generally, the shift to a strong patient-centred focus was achieved though effective, ongoing, an individualised feedback to the practice about their patients. This was supplemented with regular communications between the Te Whiringa Ora staff, and the practice-based staff.
The third (and ongoing) factor related to the funding process. The funding for the programme was available due to 'Care Plus', Services to Improve Access, and Health Promotion (HP) funding being amalgamated and used more flexibly than the previous funding criteria allowed. This meant in some cases individual practices may have lost some Care Plus funding that went directly to their practices. Care Plus was a scheme in which practices were funded to provide free three monthly visits for patients with chronic disease enrolled in the programme. In responding to this concern the Te Whiringa Ora team reiterated that the patients were not losing access to support for chronic disease. Rather, it was simply being provided by another service. This would then free up the GPs/practice nurses to focus on providing for acute care -an area they were generally more comfortable in.
The fourth challenge relating to practice engagement in the implementation phase was developing trust between the GPs and the Te Whiringa Ora service team members. In the early stages of the implementation, the Te Whiringa Ora service had to build credibility with general practices. This was achieved by communicating the success through newsletters, and providing individual patient feedback to the GP. Te Whiringa Ora also used league tables to show patients referrals per practice. While crude, it did help increase practice engagement.
Relationship development was addressed by regular communication with face-to-face meetings with providers and practices. This was supplemented by a process to feedback regular patient summaries to GP practices, and the use of patient case studies. These were short stories of the progress the patient was making -from the patient perspective (see Annex 3). These were included in newsletters that were sent out to providers every 6 weeks.
To further support GP engagement the case managers and kaitautoko were allocated geographical areas and certain GP practices to ensure a degree of ownership of relationships was developed. These teams also shared a 'relationship development plan'. It included key messages, quality of the relationship and any issues that arose from the contacts.
The final challenge for implementation was in the planning processes. Firstly, the service model was designed to initially focus on 139 COPD patients identified as meeting the entry criteria (based on the last 2 years of data). However, in a number of cases these patients had since died, moved on or were no longer appropriate. This meant that the initial targets could not be met, leading to an impact on the credibility of the programme in the eyes of the GPs and other health professionals. This was addressed by applying a dedicated resource to e-tag eligible patients within the current patient management system; by encouraging the general practices to identify eligible patients; and getting hospital-based staff to make the initial approach to patients on their ward, and getting the Te Whiringa Ora case manager to follow up.
The second unanticipated planning challenge was the amount of intensive training in the model, assessment tools and approaches, service manual, relationship building and confirmation of roles and responsibilities. The time required to do this meant the team was unable to service the required 30 patients per month -having a further impact on programme credibility. This establishment phase also identified significant input needed to confirm IT tool requirements and documentation processes. This highlighted the need to build in adequate time for training, and to stage the referral targets to ensure the programme expectations were met. This group met via teleconference every two weeks for the first six months. Their function was to supervise the execution of the project deliverables to ensure targets are met. They are accountable for 'go/no-go' approval of major project milestones, maintaining project scope and terms of reference, approving risk and issue mitigation plans and approving changes to the programme. They were also responsible for conducting regular project reviews, broad organisational communication of the project value and impact, monitoring and reviewing project expenditure and managing contingency.
While these were the areas that the SALT was established for, the reality was that it was often a problem to get people to make the teleconference meetings. This is not a reflection of the support the individuals had for the programme. Rather, it is a reflection of the people having many clashing commitments and time pressures. Consequently, many of the more management focused tasks were handled by the Healthcare of New Zealand Te Whiringa Ora project board that was established. This was made up of Healthcare of New Zealand staff seconded to design and oversee the implementation of the project.
The monitoring role of the governance structure was aided by a reasonably robust performance measurement model. This is detailed in part 3 below. These measures were focused on fiscal sustainability, service capacity and client outcomes -and the details of these are addressed in part 3 of the case study. An evaluation framework was put in place at the beginning of the project to allow collection of data from the beginning with outcomes data being evaluated later in the project. Hence, different measures were developed over time.
Organisation
The Te Whiringa Ora service is owned by Healthcare of New Zealand Limited and was funded by the Eastern Bay Primary Health Alliance. As explained above, Eastern Bay Primary Health Alliance resulted from the amalgamation of three smaller Primary Health Organisations. Healthcare of New Zealand designed the programme, employs and manages the staff, and provides support for monitoring, the shared care platform and the telehealth units.
Multiple organisations are involved in the planning and delivery of Te Whiringa Ora. Hence, the range of care practices from Eastern Bay Primary Health Alliance provides referrals, ongoing clinical links and are obviously key in the discharge process. The District Health Board also sits on this alliance and they represent two interest groups -the funding for all publicly funded health care in the region, and the interests of the acute hospital. It is through this representation that the acute hospital is engaged in the programme. They have significant interest in supporting a programme that reduces demand on the hospital services. As the district health board (DHB) directly (or indirectly) funds the local health care system, there is a financial incentive to engage, as well as a desire to ensure quality care for patients. There are, or course, a number of other agencies involved in providing care (through referral) to help patients and their whānau address the goals in their care plan. These agencies are not contracted directly from Te Whiringa Ora, but are usually other government funded agencies that are aligned to address Whānau Ora 5 goals.
While the structural arrangements are important to understand, perhaps more important (and unique to New Zealand) is the strong cultural value base that makes the programme patient/whānau centred. As the service is founded on Whānau Ora principles, the planning and design are all about achieving whānau's ultimate well-being -including cultural, spiritual, relational, environmental and economic dimensions. Alternatively, in Māori, people's Mana Atua, Mana Whenua, Mana Tupuna, and Mana Tangata. The pathway to do this is illustrated in Figure 2 .
The values on the left side relate to the journey Māori 6 can take from an awakening (Te Aranga Ake) to Te Maramatanga (enlightenment). This can only be achieved through ensuring Māori participation, removing barriers to access, building Whānau, Hapu and Iwi capacity and increasing workforce development and capability. A key component here is iwi socio-economic development. This can be aided in the health system by moving from a siloed model to one that has a whole of system focus, with the patient and their family/whānau at the centre.
As the model highlights, integration across agencies is key. Te Whiringa Ora has developed a couple of ways to do this. Firstly, a shared care platform (within the Goldcare client management system) was developed (by Healthcare of New Zealand) to support cross-professional interaction. This was a new initiative in the region. While all health professionals in the community has access to the platform (but not hospital-based staff), there was a struggle to get effective engagement. One of the main reasons was that each professional had their own client management system to record notes, so the shared care platform was seen as an 'extra'. Further, Goldcare was incompatible with the CMS system used by the GPs, and unable to communicate across platforms. Finally, the shared care platform is only available while the client is enrolled in Te Whiringa Ora (3-6 months). All these reasons compounded to the shared care platform not being utilised to the level intended.
The other important technological component is the telehealth monitoring unit (again provided by Healthcare of New Zealand). This allows the case manager (and the patient) to identify when clinical markers start to show signs of an eminent acute episode and intervene early. This also means that the case manager can communicate with the patients GP and relevant secondary care professionals to liaise around the patients care. Generally established clinical tolerance levels specific to that client helps them to identify what was normal for them and what as outside of the norms. From that basis the case managers can then link actions to be taken if measurements are outside of expected boundaries, i.e. medications. They unit also allows the case management and patient to link in the feeling/physiology associated with outside the norm recordings. This reduces the need for the monitor over time as the clients start recognising their signs and symptoms degrading. 6 While these are particular concepts form Māori, they are also actively used in the framework for working with non-Māori, i.e. a process from determining goals through to goal achievement and celebration.
International The final key 'organisational' component relates to the staffing. The staff resource for the programme includes 2 FTE case managers, 2.5 FTE kaitautoko, 0.75 FTE administrator and 1 FTE service manager. The case managers are both registered nurses due to the needed clinical knowledge and oversight, whereas the kaitautoko have been selected because of their strong cultural competence -particularly in Tikanga Māori as well as community connections, social work experience and can do attitude. 7 The patient would normally see their case manager and their kaitautoko, with the case manager providing assessments, clinical oversight and coordination, and the kaitautoko having more of a focus on engaging with clients, building trust through open communication of what was happening throughout the process, assisting and supporting with social, relational, emotional, financial and motivational needs.
The kaitautoko received a training package consisting of seven modules across 54 hours. It covered theoretical components that were explored through a workbook application of case studies, activities and assessment questions. Specific areas included an understanding of the service model, the roles and responsibilities of the staff, motivational interviewing, use of the shared care platform, understanding clinical data and an understanding of the local history of the people.
Context
As mentioned above, funding for the business case and therefore Te Whiringa Ora was achieved by pooling several existing funding streams including 'Care Plus' funding that each practice had access for supporting patients with chronic illness(s). Without this, the initiative would not be feasible as the patients would not be able to pay for the service. It is important to remember that this community has the lowest level of socio-economic status (on a 10-point scale) and high levels of unemployment. Consequently, payment for services that relates to an individual's health often comes at a lower priority that food and housing costs.
This means that the services accessed by the patients are almost free, with funding coordinated either at a regionallevel through the District Health Board 8 or at a national-level through the government. Funding for these services is from the tax revenue the government receives.
Part 3: impact and sustainability

Evidence of impact
The programme was designed by Healthcare of New Zealand with the view of rolling it out nationally if shown to be successful. Consequently, there were a large number of quantitative and qualitative performance measures established to help monitor the programme. These measures are outlined in Table 1 , and collectively illustrate the goals and outcomes of the programme for the respective stakeholders. 7 Refers to well-developed knowledge of general behaviour and guidelines for daily life and interaction in Māori culture 8 A district health board is an entity that has overall responsibility for the funding and provision of all state funded health care in its region. There are 20 district health boards across New Zealand.
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These measures were explored through a formative evaluation conducted 6 months after the programme began, and then through a summative evaluation in the middle of 2012. Both of these evaluations documents have informed this case study. Since then, a value for money (cost-minimisation study) has also been conducted.
The initial cohort of 53 COPD patients was the focus of the summative evaluation. It is these patients that had been through the programme (average length of stay 4.5 months) and had 12 months of post-programme data to evaluate the impact against. The evaluation measured inpatient bed days, time between inpatient events and length of stay for this cohort against a control group.
Inpatient utilisation
For the cohort of 53 patients initially enrolled in the programme, the number of COPD bed days used in the 12 months prior to enrolment was some 40% more than 12 months after (see Table 2 ). For this same cohort of 53 their non-COPD bed days increased by 16%. Comparing the year pre-enrolment and post-enrolment the largest increases were seen in skin disorders, the nervous system and circulatory system.
Time between inpatient events
When comparing the time between COPD events for the year PRIOR to enrolment for both the first cohort of 53 and second cohort of 133 Te Whiringa Ora enrolees, their utilisation is very similar (see the chart below of the distribution of the time between events).
Once enrolled, the initial cohort of 53 Te Whiringa Ora patients has much longer between COPD events compared to the second cohorts utilisation in the year prior to enrolment (first graph) and their own pre-enrolment utilisation (second graph). The average cohort 1 patient would go 121 days between COPD events prior to enrolment but go 300 days between admissions post enrolment. That is, they gain an additional 179 admission free days or go less than half as frequently to hospital for COPD. 
Length of stay -all events
When looking at all inpatient events after enrolment (and not just COPD events) there are no significant differences in length of stay for the first cohort (next two graphs).
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Impact on physicians Qualitative and anecdotal data from the health professionals indicate that the programme is generally seen as positive, although with some early reservations (as noted earlier). GPs find the programme helpful as it provides a service for their clients that they cannot within the tightly control framework of the standard 10 min consultation process. They also realise that they often do not have the level of cultural context understanding that is needed to help address deep behavioural and social aspects that are impacting on the patients' health. Finally, the programme helps the patients' access services and resources that the GP often struggles to find (or be aware of). These factors contribute to the GPs involved in the programme seeing it as an effective option for their patients.
Value for money
In a more recent evaluation of the Te Whiringa Ora scheme, an economic analysis by Synergia Ltd. (funded by Healthcare of New Zealand) estimated that the project's 'net' savings over five years for a community of 50,000 people was NZ$6.8 million with a potential to 'break-even' within 12 months (see Table 3 ). The savings calculation was derived from an understanding of the reduced costs (specifically in terms of hospital admissions) to clients in the Te Whiringa Ora programme compared against the predicted increase in costs within other similar localities without Te Whiringa Ora-type services. Synergia's analysis also provided evidence for improved quality of care and improvement in health and equity suggesting that Te Whiringa Ora has gone some way to meeting the Triple Aim goals for quality improvement [6] .
Sustainability and spread
There are three main areas that affect the sustainability of the programme -funding, engagement and staffing.
As mentioned previously, the funding was achieved via reallocating several funding streams including Care Plus which each practice may have received to provide four free visits for patients with chronic disease (this fund was only used to 35% of its potential in the Eastern Bay). This initially raised some concerns within the practices that did utilise this funding, but most saw the benefit to the patient so were supportive. However, one group of practices in the region followed a strong corporate model with a focus on profit maximisation. This led to this group of practices trying to move to another Primary Health Organistion -one that allowed them to have access to their proportion of the Care Plus money. This provided a major risk to the business case, and Te Whiringa Ora as the loss of this group of practices (roughly 30% of the total), and therefore 30% of the funding, would struggle to maintain and grow the programme without access to another funding stream. However, the district health board thwarted this move by not supporting a fourth PHO coming into their area.
The challenges in the implementation phase related to practice engagement which will need to be a continued focus if the programme is sustainable. Without referrals the programme cannot exist. This highlights the important of ongoing relationship development and feedback to the practices -particularly when there is turnover in the staff of the practice.
Like all organisational initiatives, they are only sustainable if there are effective -and this comes down to the quality and skills of the staff that the programme can attract and retain. Te Whiringa Ora has been successful so far in retaining their staff. However, labour market movements and changes in personal circumstances can quite easily lead to losing a staff member. Given there is just over 2 FTE in the case managers and the kaitautoko respectively, losing one member would have quite an impact on the effectiveness and sustainability. International Journal of Integrated Care -Volume 15, 23 September -URN:NBN:NL:UI:10-1-114819 -http://www.ijic.org/ This article is published in a peer reviewed section of the International Journal of Integrated Care
These issues of sustainability of course are not unique to this part of New Zealand. In fact, they are common challenges to sustainability across the country and quite likely internationally. Given this, there is no particular reason for this programme not to be able to spread to other parts of the country. In fact, the intention of Healthcare of New Zealand is to take it to other parts of the country, if the evidence from the next planned summative evaluation illustrates the effectiveness of the programme. There are likely only two real barriers to implementing the programme in other parts of New Zealand. The first is the need for a champion in the place the programme is to be transferred to, and the other is a recognised need for the programme (i.e. there is not something already running for this target population). The challenge of perceived duplication is a likely problem -as it was in the Eastern Bay of Plenty. Many district health boards have initiatives in place for supporting people with long-term conditions. However, most of them are more traditional GP centric chronic care programmes. The trick in getting this initiative spread is selling the idea that a community-based initiative that has a strong network and good cultural support is more likely to be effective than one runs out of a GP clinic. This is not a small challenge given the funding levers that New Zealand (and other international countries) has created to make the GP the central point for supporting people with long-term conditions.
That said, the programme does highlight some important lessons for those overseas considering similar programmes. Firstly, not to underestimate the time that needs to be put in at the beginning (and throughout) to relationship development and engagement with the general practice staff. They need to trust the service is providing something that is valuable to the patients, and that there are effective outcomes. The second point highlighted in this programme is the importance of investing in staff who have strong cultural competence -and partnering them with those who have the clinical credibility. Just a focus on clinical skills (which is the dominant model) is unlikely to be relatable to patients whom have quite different worldviews and priorities.
Ongoing adaptations to support sustainability
The formal reviews of the programme, and a more general quality improvement process, have identified a number areas that have led to programme adaptations. These are all intended to help increase the acceptance of the programme amongst physicians, and improve its impact on patient outcomes. The first area relates to resourcing. As a result of the initial phase of the programme there has been an increase in programme resourcing to support the time needed for staff to familiarise themselves with the shared care plan, and build relationships with the general practice team. The other resourcing adaptation was an increased focus on training needs for Te Whiringa Ora staff -particular for the kaitautoko.
The other adaptation made has been to the enrolments process. Firstly, rather than enrolling based on specific diseases, the focus has moved to enrolling being based on patients that will gain value and requires case management to help improve self-management. Secondly, the process to begin enrolments has been streamlined. This has included ensuring up to date hospital admission data are collected; a dedicated resource is e-tagging eligible patients within the Patient Management System; GPs being encouraged to discuss the service with patients who are eligible; and high-flyers (those attending ED 4 or more times in last 12 months) are identified within the general practice.
Part 4: barriers and facilitators to effective implementation Systemic and contextual factors
There are three key systemic and contextual factors that have contributed to the impact of Te Whiringa Ora. The first is a couple of the policies of the national 9 lead government. The first is the 'Better, Sooner, More Convenient' policy that provided more flexibility in the funding streams for the development on integrated care initiatives across the country. The second is the Whānau Ora policy which has encouraged (and funded) agencies to work with Whānau to help identify and work towards achieving their goals. These policies act as both a facilitator and a barrier. They are both aimed at supporting more holistic and integrated care, but the Better, Sooner, and More Convenient policy has much more defined expected outcomes. This has led to funders putting pressure on the Te Whiringa Ora services to illustrate how it is impacting on measures such as hospital utilisation. This creates a barrier to Māori self-determination as their focus may not be on health goals immediately, but rather something in other areas, e.g. housing or employment.
The second key contextual factor has been that Te Whiringa Ora has had a supportive district health board. The Bay of Plenty district health board, of which Eastern Bay of Plenty covers one half, has been facing immense pressure on its hospital service in the region. Consequently, anything in the community that has the potential to reduce hospital demand they are interested in and supportive of.
A third key factor is that the history of the relationship between the alliance partners has been good, especially between the three primary health care organisations prior to aligning. This has meant the decision-making processes about Te Whiringa Ora have not been as problematic as they otherwise may have been since a degree of trusts and understanding was already present. However, there remain some tensions in the partnership -for example, between partners who are providers versus those who are funders -and that staff changes over time have meant that historical relationships and understanding of the original purpose of Te Whiringa Ora have sometimes become lost in more current decision-making.
Organisational factors
A key strength of the programme is the Whānau Ora values that drive decision-making. These values mean that local communities are more likely to engage in the service, and they are more patient centred. However, these values can create challenges in delivering services effectively, particularly if 'effectively' is defined from the perspective of different stakeholders. From a funder position, an effective service is one who is efficient, improves clinical outcomes and reduces demand on the secondary service. From a patient and family/whānau perspective it may take somewhat longer to achieve these aims. This means the time taken with patients and their family can be quite long and the desired impact on secondary care resource utilisation may not be seen immediately.
Aside from culture, the integrated aspect of the initiative is likely an important aid. This integration is seen in the alliance structure used, the programme design that encourages multidisciplinary interaction and the information technologies (shared care platform and telehealth unit) that support agencies to be connected up to one another through the patient. This integration is aided at an individual level through the regular individualised feedback to general practices about patient progress. In this way, while the Te Whiringa Ora team provides much of the patient care, the GP still feels engaged. This factor is vital for when the patient is discharged from the programme (after 3-6 months) back into the care of their GP. The regular communication also helps alleviate concerns about duplication of services, and a perception that the programme means that the GP loses care for the patient.
The third organisational factor is the well-developed performance measurement system. This aids effective services delivery because the case managers and kaitautoko can track the programme at a population level, and make adjustments accordingly. It also facilitates GP and hospital staff engagement as the system provides evidence about the impact of the programme at a patient level and a system level. It also provided the 'funders and governors' with evidence this service was working.
Operational/service delivery factors
The founding principles of Whānau Ora also help explain why care coordination at the patient level is effective. Firstly, the use of the kaitautoko in the team means the patient and their whānau has someone they can relate to and develop trust with. This is vital to a programme within this community with 50% of the population being Māori.
The service model was also very strong in engaging patients and their whānau in shared decision-making. The use of a goals-based approach to care enabled far greater involvement and pro-active involvement from people in the management of their care that has been a key aspect to Te Whiringa Ora's success. For example, whānau are always invited to be a part of the plan, but the level of involvement is always left to the discretion of the client. When whānau outcomes are advanced, the whānau as a whole becomes stronger. This enables them to better able to support the member of their family who has the chronic illness(s) -a key factor in people being able to self-manage [7] .
The other important operational design factor is the strong focus on multidisciplinary decision-making within the patients' home. This means that the multiple issues that are related to the effective management of the patients' chronic illness(s) can be addressed collectively. This is likely more effective for the patient than having to repeat their story multiple times, and each provider focusing just on what their domain of expertise is (for example: clinical, cultural, social or pharmaceutical).
Conclusions
Te Whiringa Ora is a programme that is trying to do something different for a very high needs population, in a context that has reducing secondary care resources. While the programme clearly has significant potential, the challenges in designing, developing and delivering the programme identify important learning for other national and international contexts. In designing the programme the Te Whiringa Ora team was careful to consult widely with primary care agencies, hospital services and iwi providers. Despite this extensive process, there was still considerable energy needed to be placed into relationship development and communication in the early stages of implementation. The extent of time this took was unanticipated and, consequently, not adequately resourced. This is likely a common implementation challenge in introducing integrated care programmes in other contexts, and planners should take note and resource this important part adequately. In developing the programme there was the obvious need to find a way to fund it. The pooling of several funding streams to allow some new models to be lead to some concern amongst the GPs as they perceived they were losing revenue or previously funded services. The challenge for the Te Whiringa Ora team was to illustrate as early as possible the impact the programme was having on patient outcomes. This was done though a good performance measurement system, and highlight patient stories in regular newsletters. The lesson here is that when funding is moved from one existing area to another it is vital that attention is given to measuring the impact of the new programme on things that matter to those that may have 'lost' the funding. Where Te Whiringa Ora was smart was using data early on (patient stories) while they developed the evidence base of clinical outcomes and hospital resource utilisation.
Despite these design and development challenges, Te Whiringa Ora has managed to introduce a service that has a couple of features that make it somewhat unique to New Zealand. Firstly, the development of the kaitautoko role is central in the programmes ability to engage patients and the family/whānau. This is absent in many other integrated programmes nationally and internationally. While they may have a navigator or care coordinator, they generally do not have someone in the team that can provide lifestyle coaching from a strong position of cultural competence. The second somewhat unique feature is the use of the shared care platform. This is important because many integrated care programmes do not have such a platform. The lesson from the Te Whiringa Ora service is that a shared care platform will take some time to get people to use freely -particularly if they continue to have access to any previous system they use to maintain patient notes.
Overall, the greatest strength of Te Whiringa Ora as a programme of care has been its commitment to the principles of Whānau Ora and self-management. These principles are about holistic, culturally sensitive and care that start from the desires of the patient and their family/whānau. Much of the research to date strongly supports using such a perspective in care management as a way to stimulate more activate patients and family members in self-care [8] . However, all too often, the care received in many other integrated care programmes is defined by the health system -Te Whiringa Ora is on a journey to change that.
